INTRODUCTION
During the 15 years from [1970] [1971] [1972] [1973] [1974] [1975] [1976] [1977] [1978] [1979] [1980] [1981] [1982] [1983] [1984] 80 cases of diphtheria were notified in England and Wales of which seven (8-75%) proved fatal. During a similar 15-year period from 1920-1934, there were no less than 829 152 notifications of diphtheria and 49995 (6%) attributed deaths (Fig. 1) . The widespread introduction of diphtheria vaccine in the mid 1930s has transformed a once common disease into one so rare that few current doctors have seen a case outside the pages of a textbook. However, it does still exist and a case of diphtheria which presented in an accident and emergency (A&E) department as a simple sore throat is described. An analysis has also been made of 38 
CASE REPORT
A 52-year-old man of Asian origin presented to an A&E department one Sunday morning with the common complaint of a sore throat which had been present for the past week. He had been to his general practitioner 4 days previously and had been prescribed oral Tetracycline 250 mg qds since he was known to be allergic to Penicillin. His throat symptoms had not improved with this treatment, and he had developed intermittent headache, watering eyes and fever. There was no known recent contact with similar illness and he had not been abroad during the past year. He suffered from polycythaemia rubra vera and he had a history of mild renal impairment. On examination, he was apyrexial and appeared systemically well. Examination of the throat revealed an inflamed oropharynx with a small area of whitish membranous exudate. He had bilateral enlarged cervical lymph nodes but no other clinical signs. The infected oropharynx with fixed membrane raised a clinical suspicion of diphtheria and a throat swab was sent to the microbiology laboratory with a specific request for inclusion of Corynebacterium culture in addition to normal throat pathogens. The patient was prescribed oral Erythromycin Stearate 500 mg bd and since he was not systemically unwell he was allowed home. Four days later the throat swab was reported as growing Corynebacterium diphtheria varmitis. The Elek test for toxigenicity was later found to be positive.
The laboratory telephoned the A&E department on a Thursday morning and steps were immediately taken to contact the patient. This proved difficult because he was no longer living at the address he had given and because his work telephone number, recorded at his new lodgings, was found to be inaccurate. He was eventually contacted later the same afternoon and arrangements were made for him to be admitted directly from his place of work to Coppetts Wood Hospital for Infectious Diseases. He was initially reluctant to enter hospital as he was feeling well and had no residual symptoms. He was placed in isolation and continued on Erythromycin, but Antitoxin was not given although the Schick test was later found to be positive, denoting his susceptibility to the Diphtheria 49 toxin. No complications developed but the patient remained in hospital for 6 weeks, being discharged only after a series of six throat and nose swabs proved negative.
As soon as the laboratory diagnosis was known, the local medical officer of Environmental Health was informed and he notified his colleagues in the other three areas in which the patient was known to have recent direct contacts. The four areas involved consisted of two in which the patient had been living (and in one of which he also worked), the area of residence of his wife and family, from whom he was separated but with whom he still had contact, and the area of the hospital to which he first presented. Contact tracing was thus an arduous and labour intensive process, and a total of 52 close contacts were identified. Eight of these contacts were hospital staff working in the A&E department, 25 were patients who had attended the A & E department on the same morning, three were members of his family, four resided at his lodgings, eight shared his place of work and four were close acquaintances. All of them were eventually traced and were started on a 4-day course of Erythromycin Stearate after throat swabs had been taken. No source for the infection was found and no contacts appeared to have contracted the disease.
ANALYSIS OF 38 CASES OF DIPHTHERIA, 1970-1984
Detailed analysis was possible in 38 out of the 80 cases of diphtheria reported between the years of 1970 and 1984. The information was gathered from the communicable disease reports issued by the Public Health Laboratory Service at Colindale in North London. This information is tabulated in Table 1 and shows that diphtheria remains overwhelmingly a disease of children since 21 of the 29 patients in whom the age was specified were aged 15 or less. In addition, of the nine not given a precise age, six were described as being aged between 8 and 11 years, and two others were described as a 'schoolgirl' and a 'child' respectively. Thus 78% were probably aged 15 or less. The patient described in this paper is the only one known to be over 40 years of age. The most common presenting complaint was a sore throat and, in those instances for which information is available, almost as many of the patients presented at hospital (especially in the A&E department) as were seen first by their general practitioner. It is recognised that immunization against diphtheria does not confer complete protection, and it is of interest that at least six of the patients were stated to have been fully immunized and a further two had been part-immunized.
DISCUSSION
Although the incidence of diphtheria has dramatically declined during the last 50 years, the clinical features remain unchanged. The combination of a sore throat with a classical white membranous exudate on the tonsils and/or the pharynx should enable an easy provisional diagnosis and ensure early bacteriological confirmation. However, very few doctors currently working in the UK have encountered diphtheria in their clinical uIn xo group.bmj.com
